HEALTH PARTNERSHIP

Community-based Primary Care Clinic Grantee

CLINIC, INC.

COMMUNITY HEALTH NEEDS

ASSESSMENT
TOP HEALTH PRIGRITEES ADDRESSING COMMUNITY HEALTH
PRIORITIES

“HPC has worked diligently with area partners to increase
access to health care in the community. This includes

Mental health bst b significantly expanding HPC's capacity and addressing area
3 ental health / substance abuse needs, such as mental health/substance abuse services. HPC
has added 4.0 FTE behavioral health consultants and 1.0 FTE
substance abuse provider during the past two years.”

1 Physical activity / nutrition

2 Access to health care

COLLABORATION

EXAMPLE
COMMUNITY PARTNERSHIPS
“Key Franklin County stakeholders spent

the past five years carefully analyzing the HOSPITAL “contribute lab/radiology and financial re-
health care needs of underserved sources...connect the health care continuum for patients...”

residents, f:voiloble resources and HEALTH DEPARTMENT “strong relationships...work closely to accept
collaborative partnerships to address . . . "

. referrals and provide onsite services...
these needs. As a result, the community
identified its preferred partner, Health MENTAL HEALTH CENTER “work closely to maximize resources and

Partnership Clinic, an existing federally- connect patients to care...refer patients...”

qualified Community Health Center, to PRIVATE PRACTICES “provide onsite dental services”
establish a New Access Point satellite

clinic in Franklin County.” OTHER “memoranda of agreement with 40 area partners...foster
care providers, school districts, Head Start, homeless shelters...”

CARE COORDINATION &
PATIENT-CENTERED
MEDICAL CARE

“HPC employs 5.0 FTE Care Coordinators who

USING GRANT FUNDS TO IMPROVE
PATIENT CARE

“HPC utilizes state Primary Care Clinic grant funding for
clinical services provider and support staff, which carry out

assist patients with their care plans. Care coor- the recommended primary and preventive care such as
dinators play a key role in the patient-centered diagnostic screenings, tracking/monitoring health outcomes
medical home model of care, helping those who overtime, and connecting patients with the resources they
face disparities and barriers fo achieving opti- need fo improve their overall health and quality of life. HPC's
mal health. Care Coordinators are part of the EHR system, eCW, is used to monitor and track compliance
medical feam and provide patient education, with recommended screenings to improve health outcomes.”

follow-up services and assist patients with
achieving their health care plan goals. “
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